Introduction
The term arthritis literally means joint pain associated with joint inflammation, synovial thickening and eventually joint erosions leading to a deforming and debilitating disease. The classic example which is seen in day to day practice is rheumatoid Arthritis (RA). It was recognized in the early part of the 20th century that all cases of inflammatory arthritis were not homogeneous in presentation. The introduction of the rheumatoid factor (RF) test more widely in the 1950s helped confirm that not all inflammatory arthritis were seropositive. Therefore, the term, seronegative variants of rheumatoid arthritis, was introduced 1 . In the 1960s a number of family studies led Wright and his colleagues in Leeds to coin the term 'seronegative spondarthritis' to link a number of inflammatory joint diseases, including ankylosing spondylitis, psoriatic arthritis, reactive arthritis including Reiter's disease, enteropathic arthritis (associated with inflammatory bowel disease) and anterior uveitis (iritis). Subsequent studies with the human leukocyte antigen (HLA) B27 have confirmed the genetic association 2 .
The prevalence of spondyloarthritis (SpA) and/or Ankylosing spondylitis (AS) in Bangladesh 3 has been reported to be approximately four per 10,000. Globally Ankylosing spondylitis is the most common, with prevalence in the Caucasian spondyloarthropathies (SpA) should be suspected whenever a young patient (< 40 years) presents with inflammatory low back pain, and asymmetrical below waist oligoarthritis, that is, asymmetric involvement of knees or ankles. The majority of cases are associated with HLA-B27. However, it needs to be kept in mind that nearly 5-6% of the healthy north Indian population is HLA-B27 positive 8 .
It is good practice to measure both the erythrocyte sedimentation rate (ESR) and C-reactive protein (CRP) in any patient with back pain. ESR increased during active phase, RF factor is negative, HLA B27 present in 20-95% of cases 2,9 . Plain radiographs may be helpful in detecting erosions or specific signs of a disease process. The hallmark of spondyloarthropathy is spine involvement. Syndesmophyte formation and signs of sacroiliitis may be seen. In patients with psoriatic arthritis, radiographs may detect marginal erosions, which are generally indistinguishable from those of rheumatoid arthritis. However, they tend to have an asymmetric distribution affecting the carpus, metacarpophalengeal and interphalangeal joints. The upper extremity is involved more often than lower extremities. In lower extremities, interphalangeal joint erosions are common. Periosteal new bone formation, distal interphalengeal joint erosion or pencil-in-cup deformities may also be observed. If axial spondyloarthropathy is suspected and sacroiliac joint x-rays are negative, MRI of the sacrum may be utilized to detect active inflammation, tissue metaplasia and erosions at the ilium
10.
SpA group of conditions is common in rheumatology clinics in South Asian countries, but authentic data on epidemiology are scarce. Poverty is a major challenge in treating these diseases in South Asia; with poor health insurance coverage, only a few patients are able to afford biological treatment 11 . Under-treatment or maltreatment increased the morbidity and burden of disease. Therefore present study was conducted to evaluate the spectrum of clinical presentation, risk factors, aetiology and demographic association which helps us to early and accurate management of cases.
Materials and Methods
A 
Results
A total of 74 seronegative arthritis patients were included for study. In this study, age of the study population ranged from 14 to 71 years and mean age was 37.4±8.7 and 38.7±8.1 years in male and female respectively ( Table-I ). Frequency of disease was predominant at early to middle age in both sexes, but more male affected at early age. Maximum incidence was observed in the 3rd to 4th decade (62.1%). Out of 74 cases 53(71.6%) cases were male and 21(28.3%) were female. Male to female ratio was 2.52:1.
Table-I: Demographic profile of the patients (n=74)
Most common clinical presentations of the patients with seronegative arthritis were back and/or joint pain (100.0%), followed by fatigue (78.3%), Morning stiffness lasting longer than 30 minutes (75.6%), and Joint swelling and redness (71.6%) ( Table-II) . 
Fig-2: Spectrum of joint involvement (n=74)
The seronegative arthritis constitutes the vast majority of oligoarthritides encountered in clinical practice. In this study 51(68.9%) cases had oligoarthritis and below waist oligoarthritis ( Figure-2 ) that is, asymmetric involvement of knees or ankles. On the other hand polyarthritis were found in 23(31.0%) patients, but none of the cases detected monoarthritis.
Clinical manifestations, physical examination and available investigation were evaluated meticulously.
Clinical diagnosis of seronegative arthritis shows that, reactive arthritis recognized in majority of patients (39.4%) ( Table-IV) . Second most common cause of seronegative arthritis was seronegative rheumatoid arthritis, present in 23(31.0%) of patients. Other aetiologies were Ankylosing spondylitis in 12(16.2%) patients, Psoriatic arthropathy 6(8.1%) and arthritis associated with IBD 4(5.4%) patients.
Table-IV:
Clinical diagnosis and evaluation of aetiology of seronegative arthritis (n=74)
Fig-3:
Overall aetiopathological distribution of disease (n=100) Figure-3 showed that aetiopathologicaly in this study, amongst the 74 cases, 23(31%) were seronegative rheumatoid arthritis and 51(69%) cases were seronegative spondyloarthropathy.
Discussion
Symptomps suggestive of inflammatory spinal disease or asymmetrical synovitis in a patient with a history of psoriasis, iritis, inflammatory bowel disease or recent infection should alert the physician to a possible diagnosis of spondyloarthritis. There is a high incidence of HLA B27 but negative RF. Out of 74 seronegative arthritis patients, the age of the study population was ranging from 14 to 71 years and mean age was 37.4±8.7 and 38.7±8.1 years in male and female respectively. Male to female ratio was 2.52:1. Findings are consistent with the result of other studies.
Common age of onset of seronegative arthritis is 20-30 years with male predominance 1 . The mean age at onset is 20 to 40 years 4 .
All cases share a common feature: that of a severe, destructive disease in seronegative RA with involvement primarily of the wrists, sub-talar and ankle joints, as well as large joints. All these patients were negative with regard to RF, aCCP and forty five cases were HLA-B27 positive but despite this, the clinical presentation (signs and symptoms) and radiographs of the sacro-iliac joints support a diagnosis of different type of seronegative spondylitis. The most common clinical presentations in this study were back and/or joint pain (100.0%), followed by fatigue (78.3%), morning stiffness lasting longer than 30 minutes (75.6%) and Joint swelling and redness (71.6%). Symmetrical sacroiliitis in 15(20.2%) patients, asymmetrical sacroiliitis in 36(48.6%) and no joints were involved in 23(31.0%) cases.
Spondyloarthropathies may sometimes be relatively mild and many patients do not seek medical advice. 
